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Purpose: It has been established that weight reduction has the ability to
decrease pain and disability in knee osteoarthritis (OA) in a dose-
response manner. A greater weight loss causes incremental improve-
ment in disease speciﬁc symptoms and function. Whether this
improvement leads to commensurate improvements in quality of life
remains unknown. This study examined whether there is a dose-
response relationship between incremental weight loss and non-dis-
ease speciﬁc quality of life measures in knee OA sufferers.
Methods: Consecutive participants with knee OA enrolled in a weight
loss program, “Healthy weight for life”, as part of the full “Integrated
Osteoarthritis Management TM Program” were selected. This program
is a structured remotely delivered 18 week knee and hip arthritis dis-



















Weight (kg) 95.3 (17.5) -7.63 (4.22) -1.13 (1.12) -3.73 (0.96) -5.89 (1.28) -8.25 (1.67) -12.40 (3.44) 0.000
Changes in SF-12 Composite measures
Physical Health Composite Score (PCS) 33.4 (7.2) 6.65 (8.24) 3.16 (8.24) 4.07 (8.02) 6.73 (7.83) 6.65 (8.17) 8.60 (8.18) 0.000
Mental Health Composite Score (MCS) 43.2 (10.0) 5.25 (9.73) 3.58 (10.49) 2.38 (9.86) 5.11 (9.63) 5.89 (9.31) 6.66 (9.56) 0.000
Changes in SF-12 subdomains
Physical Functioning 3.5 (1.1) 0.53 (1.17) 0.23 (1.14) 0.27 (1.11) 0.50 (1.09) 0.50 (1.24) 0.76 (1.18) 0.000
Role Functioning (Physical) 2.4 (0.7) 0.76 (1.01) 0.43 (1.06) 0.49 (1.02) 0.72 (0.98) 0.81 (0.99) 0.95 (1.01) 0.000
Bodily Pain 2.8 (0.9) -0.42 (1.64) -0.57 (1.63) -0.11 (1.68) -0.38 (1.67) -0.35 (1.61) -0.62 (1.58) 0.000
General Health 3.3 (0.9) 0.46 (0.87) 0.21 (0.86) 0.21 (0.85) 0.47 (0.87) 0.45 (0.90) 0.63 (0.83) 0.000
Vitality 2.1 (1.1) 0.80 (1.12) 0.48 (1.18) 0.49 (1.20) 0.80 (1.13) 0.82 (1.07) 1.02 (1.06) 0.000
Social Functioning 4.7 (1.3) 0.53 (1.23) 0.4 (1.27) 0.23 (1.10) 0.50 (1.22) 0.62 (1.20) 0.66 (1.27) 0.000
Role Functioning (Emotional) 3.3 (0.9) 0.24 (0.96) 0.03 (1.08) 0.10 (1.01) 0.21 (0.95) 0.33 (0.92) 0.33 (0.93) 0.000
Mental Health 7.6 (1.9) 0.83 (1.83) 0.42 (1.98) 0.37 (1.81) 0.82 (1.78) 0.91 (1.78) 1.10 (1.82) 0.000weight loss as part of its tailored interventions in the management of
knee and hip OA. This program was conducted with the aim of a 7-10%
loss of body weight by dietary intervention over 18 weeks. The partic-
ipants were provided online and written healthy eating advice and
lifestyle education and tools together with targeted telephone moti-
vation and support. The dietary habits were changed over 3 phases:
phase 1 - motivational weight loss utilizing low calorie diet meal
replacement, with controlled portions, and free foods for 6 weeks;
phase 2 - consolidationweight loss for 6 weeks and phase 3 -short term
weight maintenance. All participants in this cohort received the same
strength / balance / mobility exercise tools, instruction, support and
encouragement. All participants were assessed at baseline, 6 weeks and
18 weeks for body weight and non-disease speciﬁc measure of quality
of life, assessed by SF-12 instrument. The SF-12measures general health
status from the patient's point of view. It includes 8 concepts commonly
represented in health surveys: physical functioning, role functioning
physical, bodily pain, general health, vitality, social functioning, role
functioning emotional, and mental health. Results are expressed in
terms of two meta-scores: the Physical Component Summary (PCS) and
theMental Component Summary (MCS). The PCS andMCS scores have a
range of 0 to 100 and have a mean score of 50 and a standard deviation
(SD) of 10 in a healthy US population. Thus, scores greater than 50
represent above average health status. The dose-response relationships
between ﬁveweight-change categories (10%weight loss, 9.9-7.5%, 7.4-
5%, 5-2.4% and <2.5%) and change in SF-12 scores were assessed using
repeated measures ANCOVA and controlled for baseline BMI and
gender.
Results: 2175 (71% females) persons were enrolled in this study. Mean
age, height and weight was 64 years (SD ± 8.6), 1.66m (SD ± 0.09) and
95.3 (SD ± 17.4) respectively. The mean body mass index (BMI) was 34.4
(SD ± 5.2) with 81.7% of participants being obese at baseline. 2002 (92%)of participants had a >2.5% reduction in body weight. 1832 (84.4%)
participants completed the ﬁnal SF-12 questionnaires and were inclu-
ded in the analyses. The number (%) of participants according to per-
centage weight loss categories were as follows: less than 2.5% ¼ 156
(7.2%), 2.5-4.9% ¼ 353(16.2%), 5-7.4% ¼ 543 (25.0%), 7.5-9.9% ¼ 481
(22.1%) more than 10% ¼ 636 (29.2%). There were no signiﬁcant dif-
ferences between weight loss categories for gender, age or baseline SF-
12 measures. There were signiﬁcant changes in all 8 subdomains of SF-
12 quality of life measures between initial and ﬁnal assessments. Both
Physical Health Composite Score (PCS) and Mental Health Composite
Score (MCS) were strongly associated with weight loss. There was sig-
niﬁcant dose-response relationship between changes in SF-12 quality of
life measures both composite (PCS and MCS) and individual sub-
domains (physical functioning, role functioning physical, bodily pain,
general health, vitality, social functioning, role functioning emotional,
and mental health) across weight loss categories (Table1).
Conclusions: There is a strong dose-response relationship between
weight loss and the improvement in quality of life assessed by using SF-
12 health questionnaires. This study conﬁrms the beneﬁt of weight loss
as a therapeutic intervention in knee osteoarthritis not only as
improving the OA symptoms but also increasing the quality of life of OA
sufferers.642
ANALYSIS OF ANTHROPOMETRIC MEASUREMENTS AND DIETARY
INTAKE IN PATIENTS UNDERGOING A MULTI-PROFESSIONAL
PROGRAM OSTEOARTHRITIS TREATMENT (PARQVE e PROJECT
ARHTRITIS RECOVERING QUALITY OF LIFE BY MEANS OF
EDUCATION)
N.L. Brito, Sr., M.U. Rezende, G.C. Campos, M.I. Hissadomi, T. Pasqualim,
A.F. Pailo, R. Fruchi, O.P. Camargo. Inst. de Ortopedia e Traumatologia e
HC FMUSP, S~ao Paulo, Brazil
Purpose: To evaluate the effect of the care and educational multi-pro-
fessional treatment in patients with knee osteoarthritis (KOA) by
anthropometric measurements, variation of percentage of body fat, and
questionnaires and correlate results obtained.
Methods:One hundred and ninety-eight patients in usual treatment for
KOA were randomized to 4 groups. All groups received a booklet and a
DVD with information regarding KOA (causes and treatment modal-
ities). Three groups (1,2 and 3) also attended two days of lectures 1,2
and 3 months apart, respectively. All groups were divided in subgroups
A (bimonthly telephone calls) and B (no telephone calls). All patients
were evaluated at baseline and at one year with height, weight (BMI
estimation), waist and hip circumference (waist-hip ratio), percentage
of body fat, through the measurement of seven skinfolds, calorie intake,
from 24 hours recording, and asked to answerWOMAC, LEQUESNE, VAS
and SF-36 questionnaires.
Results: The waist-hip ratio showed a predominance of android obesity
at baseline (89.4% of androids and 10.6% of ginecoids) and at one year
(87.9% and 12.1% respectively) with no signiﬁcant improvement
(p¼0.38). The average percentage of body fat decreased 0.44 from
baseline to 12months, regardless of group or telephone calls. Telephone
calls determined average lower calorie intake at 12 months on group 1
